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Arkansas division of services for the blind & 

Arkansas school for the blind and visually impaired 

Jump start application 

 

Jump start applications are due march 31, 2015 

 

 

 

Student’s name: _____________________________________________________________ 

 

Date of birth: _____________________________    age: __________________________  

 

SSN: __________________________________ t-shirt size: __________________________ 

 

Sex: __________________                         ethnicity: _____________________________ 

 

Mailing address: ___________________________________________________________ 

 

City: _____________________________________   zip: __________________________________ 

 

County:__________________________________________________________________________ 

 

Home phone: _____________________ student’s cell: ______________________ 

 

Student e-mail address: _________________________________________________ 

 

High school attending: __________________________________________________ 

 

Grade level: ______________________ 

 

Graduation date: ________________    

 

Name of vision teacher: __________________________________________________ 

 

DSB counselor (if applicable): _________________________________________ 

 

Parents’ Cell phone: _______________________ 

 

Parents’ e-mail address: _________________________________________________ 
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Visual impairment: in order to qualify for the jump 

start program, the student must meet Division of 

Services for the Blind eligibility requirements. If 

eligibility has not already been established, this must 

take place prior to acceptance into the program. 

 

Diagnosis: ______________________________________________________________________ 

 

How long have you been visually impaired: ____________________ 

 

Visual acuities:  Right eye: ______________    Left Eye: ______________ 

 

In your own words, describe your visual impairment 

and the limitations caused as a result: 

 

 

______________________________________________________________________________________ 

 

What media format do you prefer? 

 

Large print: __________________   Specify font size: ____________________ 

 

Braille: _________  

 

What adaptive equipment and aids are used to enable 

you to function more independently in the classroom 

and at home:  (CHECK ALL THAT APPLY) 

 

________    CCTV  _________ portable hand-held magnifier 

__________ Stand or hand-held magnifier  _________ monocular 

__________ Brailler __________ Slate and Stylus    

__________ white cane 

__________  Notetaker 

__________ Adaptive computer software  

 

Other (please specify): 

______________________________________________________________________________________ 
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General Physical functioning: 

A typical day of jump start begins at 6:00 A.M. and ends at 

10:00 P.M. students will be required to participate in all 

activities that include but are not limited to: 

 Exposure to sun and very hot temperatures 

 Manipulation of a large campus that consists of 

hills and uneven surfaces. 

 

Please indicate any disabilities other than vision, and 

describe symptoms, limitations, and medications that 

are taken. 

 

 

 

 

 

Orthotic Devices used: ___________________________________________________ 

 

Is the student deaf or severely hearing impaired? _________ 

 

Please describe the student’s hearing impairment and 

any accommodations needed: 

 

______________________________________________________________________________________ 

 

______________________________________________________________________________________ 

 

Mental and cognitive functioning: students will be 

exposed to large groups of people and noisy 

environments.  

 

Please describe any limitations or issues relating to 

mental health to include but not limited to anxiety 

and/or suicidal tendencies: 

 

 

 

 

 

You will be required to submit a thorough medical 

profile that will be reviewed by the ASBVI school nurse 

prior to the beginning of Jump Start. The nurse has the 

authority to overturn acceptance into the program if 

there is any doubt that the student’s physical well-



Page 4 of 10 
 

being will be compromised as a result of the rigorous 

daily schedule. 

Academic information: please rate the student’s 

performance in the following areas on a scale of 

excellent, good, fair or poor. 

 

__________ Reading     __________ History 

 

__________ Math     __________ sciences 

 

__________ English     __________ Braille    

 

__________ Computer     __________ keyboarding 

 

Identify areas where enrichment is needed, Example: 

Braille, Orientation & Mobility or Assistive technology 

training: 

 

 

 

 

Activities of daily living: in order to be eligible for the 

jump start program, the student must be able to 

independently bathe, dress and exercise good personal 

hygiene.  

 

Mark yes or no to the following: 

 

__________ prepares simple meals and/or snacks 

__________ Household budget experience  

__________ Manages allowance 

__________ Shopping to include grocery and household 

items 

__________ Independently dresses 

__________ Independently bathes 

__________ Independent toileting skills 

 

What household responsibilities does the student 

complete at home and what additional training is 

requested? 
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______________________________________________________________________________________ 

 

 

List any extracurricular activities in which the 

student is involved: 

 

 

 

 

 

List the student’s interests, hobbies and leisure 

activities: 

 

 

Orientation and Mobility 

 

Has the student had orientation and mobility training? 

 

Yes __________  No__________  

 

If yes, provide the instructor’s name and contact 

information: 

 

______________________________________________________________________________________ 

 

Does the student use a:  (check all that apply) 

_____ Manual or electric Wheelchair   _____Powered Scooter 

_____ Personal attendant _____ Walker _____ Crutches 

_____ Service Animal  _____ support cane    _____ white cane 

 

Does the student possess the stamina to travel 200 feet 

without assistance? __________ 

 

Does the student possess the stamina to travel ¼ mile 

without assistance? __________ 

 

Is the student able to ask for, understand and follow 

directions? __________ 

 

Will extremely hot temperatures affect the student’s 

ability to participate in outdoor activities? __________ 
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Please indicate any Orientation and mobility skills 

that you need to receive: 

 

______________________________________________________________________________________ 

 

______________________________________________________________________________________ 

Employment: 

 

Has the student ever been employed? 

Please include Volunteer, summer or part-time jobs: 

 

Yes: __________   No __________ 

 

If yes, please list employer names, dates of employment 

and tasks. 

 

 

 

______________________________________________________________________________________ 

 

Were any accommodations or modifications needed to 

enable the student to perform essential job duties? 

 

Yes __________   No __________ 

 

If yes, please specify: 

 

______________________________________________________________________________________

______________________________________________________________________________________ 

What are the student’s employment goals?  What kind of 

summer jobs would the student like to do? Please 

include several options: 
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Parent/Student Jump Start Acknowledgement 

Arkansas Division of Services for the Blind & 

Arkansas School for the Blind and Visually Impaired 

 

Student Name: ________________________________ 

 

Your initials indicate that you have read, understand, and agree with the terms set 

forth in order to apply and participate in the Jump Start Program. 

_____  The dates for Jump Start 2015 are June 8 through June 26, 2015. 

_____ The deadline for receipt of completed applications is March 31, 2015. 

_____ The Jump Start review committee will not be responsible for late applications or 

  applications that may be lost in the mail.  

_____ The Jump Start review committee reserves the option to select applicants who 

  meet the mission and goals of the Jump Start program.  

_____ Parent and student must complete the entire application. The review committee 

  reserves the right to deny any application that is incomplete. 

_____ Students who cannot participate in the entire three-week program need not  

  apply.  

_____ I understand that my child will be required to participate in the entire program.          

If I anticipate that other summer activities will prevent my child from fulfilling this  

obligation, I will immediately withdraw my child’s application.  

_____ I authorize Division of Services for the Blind (DSB) to obtain and share   

 information with my child’s school regarding Jump Start involvement; to  

 include progress reports and recommendations for future training that will  

 enhance vocational opportunities for my child. 

______ I am stating that my child does not have any violent tendencies and has never 

   deliberately injured anyone, including him or herself.  

_____ I understand that Jump Start is not a therapeutic program and DSB and  

 Arkansas School for the Blind and Visually Impaired (ASBVI) cannot   

 accept participants who might endanger themselves or other people. 
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_____ I understand that I am required to provide my child’s medical information prior 

 to Jump Start, and acceptance into the Jump Start program can be   

 overturned per the ASBVI nursing staff’s recommendation. 

_____ I understand that if my child is found in possession of drugs, alcohol, weapons or 

 any other contraband, he/she will be expelled from Jump Start, and I will  

 be called to pick up my child immediately. 

___     I understand that the ASBVI campus is a smoke-free facility and possession or 

  consumption of tobacco products is prohibited.  

_____ I understand that the ASBVI campus is closed from Friday afternoon through 

  Sunday afternoon, and I will pick up my child by 1:00 P.M. each Friday and  

   bring him/her back to the ASBVI campus by 6:00 P.M. each Sunday  

   evening.  

_____ I will notify DSB or ASBVI if someone other than me will be picking up my  

  child. 

_____ If financial assistance is required to transport my child to and from Jump Start, 

  I will make arrangements with his/her DSB counselor prior to the   

  beginning of the program start date. 

_____ I understand that I can be expelled if I am unable to follow the policy and rules 

  of conduct of the Jump Start program. Jump Start and ASBVI staff   

  reserves the right to request my immediate dismissal for blatant violations  

  of Jump Start policy and rules of conduct.  

_____ I understand that my child is responsible for their money and personal          

possessions and anything of value should be left at home. 

 

Please initial only one: 

 _____ I DO give consent for my child to appear in public announcements, news  

  articles, or ads about Jump Start. 

  _____ I DO NOT give consent for my child to appear in public announcements, news 

  articles, or ads about Jump Start.  
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Supporting documentation:  

 

 

Please submit the following documents with your jump 

start application.  

 

 Student essay: Please attach an essay stating why 

you want to participate in jump start, what you 

want to do, what you want to learn, etc. Please 

print or type. Be sure to include your name at the 

top of the page. 

 

 Parent essay: Please attach an essay explaining why 

you want your child to attend Jump Start. Examples 

include but are not limited to gaining work 

experience, mobility training, learning how to 

cook, etc. Please print or type your response and 

include your child’s name at the top of the page. 

 

 Transition plan: Please consult with your advocate 

or vision teacher and obtain a copy of the 

transition plan which is included in your IEP.  

 

 Letter of Recommendation: Please obtain a written 

recommendation from a teacher, high school or DSB  

counselor that states why you would be a good 

candidate for the Jump Start program.  

 

 List of medications: Please submit a list of 

medications your child will bring and take during 

jump start.  
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By signing this application, I signify that all 

information on this application is accurate and 

truthful. 

 

Parent signature: __________________________________________________________ 

 

Date: ______________________________________________________________________________ 

 

Student signature: ________________________________________________________ 

 

Date: _______________________________ 

 

Please return this application and all other 

supporting documents to: 

 

Ebony Kelly 

DHS/DSB 

P. o. box 3237 Slot # 102 

Little rock ar 72203 

 

Please direct questions and concerns to  

Ebony Kelly at (501) 682-0344 or 1-800-960-9270  


